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A 55-year-old man was brought to the emergency room with
history of acute massive upper GI bleeding of 3-hour duration.
The bleeding was fresh and not associated with abdominal
pain or constitutional symptoms. The patient was resuscitated
with colloids and ten units of fresh blood. An abdominal CT
scan with intravenous contrast was done Figures 1 and 2).
Based on the ﬁndings of the CT scan, the patient was subjected
to an urgent exploratory laparomoty. A preoperative picture is
shown in Figure 3.
What is the most probable diagnosis?Figure 1:
Figure 2:
Figure 3:
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Quiz 51Upper GI bleeding can have a wide spectrum of causes like
peptic ulcer disease, erosive gastritis, stress ulcers, Malory-
Weiss syndrome, reﬂux esophagitis, drug-induced gastritis,
and coagulopathies. One of the extremely uncommon causes
of upper GI bleeding has been reported to be primary aortodu-
odenal ﬁstula (PADF), ﬁrst coined by Cooper in 1882.1
According to the autopsy ﬁndings, the incidence of aorto-en-
teric ﬁstula ranges between 0.04% and 0.07%.2 PADF is an
abnormal communication between the infrarenal aorta and
duodenum whereas secondary aortoduodenal ﬁstula usually re-
sults from a previously implanted endovascular stent-graft
procedure.3 Although less frequent, this abnormal communica-
tion also occurs between aorta and other parts of the gastroin-
testinal tract; esophagus, jejunum, ileum, and colon. Due to
the rarity of the condition and vague presentation, PADF poses
a diagnostic challenge.
The suggested mechanisms of the development of PADF
are direct wear and inﬂammatory destruction triggered by
infection, foreign bodies, or erosion.1 Eighty percent of PADF
arise from abdominal aortic aneurysm due to atherosclerosis or
mycotic phenomenon.4 The classical presentations of PADFs
are fresh upper GI bleeding (64%), abdominal pain (32%),
and a pulsatile abdominal mass (25%).5 The common clinical
ﬁndings include a palpable and pulsatile epigastric mass, weak
distal limb pulses, and a state of hypovolemic shock. The gold
standard diagnostic tool remains the CT scan with intravenous
contrast. Loss of the aneurysmal wall, air in the retroperito-
neum or thrombus, or destruction of fat plane between the
aneurysm and duodenum strongly suggest PADFs.6 Upper
GI endoscopy and selective angiography have limited role in
the diagnosis of PADF due to tremendous amount of bloodin the stomach and duodenum, and acute nature of the
condition.
Closure of the duodenal ﬁstula, aortic ligation to exclude
the aneurysm, and an extraluminal bypass is the generally
agreed surgical measure for PADF.7 The mortality from un-
treated PADF is almost 100%. The survival after surgery
ranges from 18% to 93%.8 Treating physicians should have
a high index of diagnostic acumen while dealing with patients
with PADF.
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